Introduction
Breast cancer is the most common form of cancer among women in the United States (U.S.) [1] . Because breast cancer incidence increases with age, a growing population of older Latina and African-American women can be expected to experience an increase in newly diagnosed cases of breast cancer. Religious faith is especially influential in the life of older Latinas and African Americans [2, 3] . Qualitative research with breast cancer survivors in the U.S. and Canada has identified divine control-the extent to which an individual perceives that God or a higher power ultimately controls both good and bad outcomes of life [4] -as a recurrent theme [5] [6] [7] . Belief in divine control, as an external locus of control, is also conceptualized as a fundamental element of fatalism [8] . Cancer fatalism is a feeling of powerlessness that encourages passivity in response to a cancer diagnosis and a view of a cancer diagnosis as a struggle against insurmountable odds [9] . Some researchers consider fatalism, avoidance, and dependency as maladaptive [10] [11] [12] [13] for review), but others argue that religion is an active, rational, and empowering resource for living with inexplicable adversity [14, 15] , coming to terms with misfortune and feeling strengthened by a sense of meaningfulness [16] .
Newly diagnosed breast cancer patients face many psychosocial challenges which include coming to terms with the diagnosis, managing treatment regimens, dealing with the side effects of treatment, conducting self-care and rehabilitation Y. Umezawa The University of Tokyo, Tokyo, Japan during treatment, and maintaining periodic surveillance for recurrence and other survivorship sequelae. Coping strategies to deal with these challenges have been shown to be important predictors for adjustment to life with cancer. Specifically, approach coping strategies (e.g., acceptance, positive reframing, acting or planning to change situations) have been found to predict better mental and physical health outcomes [17] [18] [19] [20] [21] [22] [23] [24] , whereas avoidance coping strategies (e.g., denial, escape, behavioral disengagement) predicted poorer mental and physical health outcomes [17] [18] [19] [20] [21] [22] [23] [24] . The primary goal of this study was to investigate the role of belief in divine control in coping with cancer and how the relationship varied as a function of race/ethnicity.
Among various forms of religiosity, African Americans have exhibited a stronger belief in divine control than nonHispanic Whites [4, 25, 26] and may be more likely than nonHispanic Whites to consider God as a health communicator, miracle maker, and savior [26] . Although research has been limited about Latinos' belief in divine control, Roman Catholic Latinos are believed to develop a close personal relationship with God and other divine beings [27] . Meanwhile, it has been reported that Latinos and African Americans-especially older females-are more likely than non-Hispanic Whites to view the diagnosis of cancer with an attitude of fatalism [9] . Concomitantly, Latina and African American women may present more passive, avoidant health attitudes and behaviors associated with cancer than non-Hispanic Whites [9, [28] [29] [30] [31] [32] [33] . Only a few studies, however, have explored whether or not racial/ ethnic minorities' relatively passive, avoidant health attitudes and behaviors toward cancer are related to their greater belief in divine control [31, 32, 34, 35] , and, notably, none of these studies assessed the association of belief in divine control with psychological coping among cancer patients or survivors.
Studies examining the relationships between various forms of religious and nonreligious coping strategies have yielded mixed findings. Some have reported positive associations of religious coping with approach coping strategies [24, [36] [37] [38] , whereas others have reported their associations with both approach and avoidant coping strategies [39] [40] [41] [42] [43] . Several studies with cancer patients have reported relationships between religious beliefs and approach coping [44] [45] [46] and revealed that coping mediated the relationships between religious beliefs and mental health outcomes [45, 46] . More relevantly, two studies among general older populations have found that belief in divine control is associated with better psychological outcomes, and the associations are stronger in African Americans than in non-Hispanic Whites [4, 25] . Additional studies have investigated the relationship between health locus of control and belief in God's control of health, which is conceptually similar to the usual use of the concept of belief in divine control. They found that the above relationship differed across races/ethnicities such that the association between belief in God's control of health and internal attribution was positive among African American breast cancer survivors [47] but absent among Whites [48] . Influential scholars such as Frankl [16] and Geertz [15] have proposed that belief in divine control becomes empowering by supplying meaning for extreme, inexplicable adversity. Glock theorizes that religious explanations may subjectively compensate for racial/ ethnic minorities' secular deprivation in a racialized society [49] . Accordingly, we expected that belief in divine control would be associated with positive outcomes. We further expected that this protective function would be particularly pronounced among disadvantaged groups with limited resources to cope with breast cancer, such as racial/ethnic minority groups or immigrants.
As reviewed, few studies on psychological adaptation have investigated the relationships between belief in divine control and approach/avoidant coping with cancer among racial/ethnic minority groups. Thus, this study aimed to examine how belief in divine control might help older women from different racial/ ethnic groups (Latinas, African Americans, and non-Hispanic Whites) cope with newly diagnosed breast cancer. In addition, to assess racial/ethnic impact and capture individual variations within Latinas, we also investigated how the relationship between belief in divine control and coping varied as a function of race/ethnicity and acculturation, the latter assesses the extent to which racial/ethnic minorities are integrated into mainstream versus racial/ethnic cultures [50] .
We hypothesized that:
1) Belief in divine control would be positively associated with the adoption of approach coping strategies and negatively associated with the adoption of avoidance coping strategies.
2) The associations in Hypothesis 1 would be stronger among Latina and African American women than those among non-Hispanic White women.
3) The relationships in Hypothesis 1 would be modified by acculturation, such that the associations would be stronger among low-acculturated Latinas than those among highacculturated Latinas.
Methods

Participants
The [51] . The University of California, Los Angeles institutional review board approved the study. All the participants gave their informed consent prior to their participation in the study.
Measures
Approach/Avoidance Coping Strategies
The participants completed the Brief COPE [52] with modified instructions. All the items were prefaced with the instruction: "The questions I'm going to ask you now deal with the ways you've been coping with the stress in your life since you found out you had breast cancer." Participants' responses were first assessed on a 4-point Likert scale ranging from "10I did not do this at all" to "40I did this a lot" and then averaged across two items of each subscale. The Brief COPE has the same factor structure as the widely used COPE scale [43] and each subscale of the Brief COPE can be separately used [53] . Based on prior studies [54] , six subscales were selected to assess approach coping (acceptance, positive reframing, active coping, and planning subscales), and avoidance coping (denial and behavioral disengagement subscales). The structure of coping at overall and subscale levels was tested by a second-order confirmative factor analysis (CFA), and results revealed an adequate model fit (χ 2 (32)067.88, p<0.001, CFI00.98, RMSEA00.07). Therefore, participants' ratings were evaluated both at the level of overall approach/avoidance coping strategies and at the levels of each subscale to provide more detailed information about coping strategies. Sample items were "I learned to live with it" (acceptance subscale), "I tried to see it in a different light, to make it seem more positive" (positive reframing subscale), "I took action to try to make the situation better" (active coping subscale), "I thought hard what steps to take" (planning subscale), "I refused to believe that it was happening" (denial subscale), and "I gave up trying to deal with it" (behavioral disengagement subscale). The Cronbach's alphas for these subscales were 0.79, 0.71, 0.84, 0.84, 0.76, and 0.87, respectively; the Cronbach's alphas for the overall approach and avoidance coping scales were 0.82 and 0.79, respectively.
Belief in Divine Control
The scale of Belief in Divine Control was developed on the basis of qualitative interviews with 14 African American and 26 Latina women aged 55 years and older, who were newly diagnosed with breast cancer and recruited through the Los Angeles County Cancer Surveillance Program between January and February 2000 (unpublished data). During the interviews, many participants reported that they had decided that God had a plan and that they had put their lives in God's hands, suggesting that belief in divine control emerged as an important recurrent religiosity theme for older Latina and African American women with newly diagnosed breast cancer.
The Belief in Divine Control scale was designed to be in the same format as that of the Brief COPE. Similar to the Brief COPE subscales, belief in divine control was measured by a two-item scale: "I decided God or a higher power had a plan" and "I decided to put it into God's or a higher power's hands." Participants' ratings were assessed on a 4-point Likert scale ranging from "10I did not do this at all" to "40I did this a lot". The score for this scale was the average of the two items. A higher score indicated a stronger belief in divine control. The scale showed an acceptable reliability, with a Cronbach's alpha coefficient of 0.73. The scale was correlated with the religious coping subscale in the Brief COPE (0.78), suggesting good convergent validity.
Race/Ethnicity
The race/ethnicity variable was by patient self-report and was categorized as "(Non-Hispanic) White," "(Non-Hispanic) African American," and "Latina".
Acculturation
Latinas completed the five items from the Marin Acculturation Scale [55] , which assesses participants' language acculturation (e.g. "What language do you speak at home?"). Participants' ratings were summed, with a higher score indicating a higher level of acculturation. The scale showed a good reliability, with a Cronbach's alpha of 0.98.
Control Variables
Age, education, income, stage of breast cancer, and breast cancer knowledge were included as covariates to rule out the ann. behav. med. (2012) 44: [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] possibility that the hypothesized relationships would be produced by confounders. Age, education, and income information were from the survey. Stage of breast cancer was confirmed by medical record review. Breast cancer knowledge was assessed by the Breast Cancer Knowledge Index, a test of knowledge about important facts regarding treatment of early breast cancer (e.g., "Radiation therapy typically follows which form of treatment?") [56, 57] . The index score was the sum of correct responses, with a higher score representing greater breast cancer knowledge. Age, education, income, and stage of breast cancer have been commonly used as control variables in studies among breast cancer survivors. Breast cancer knowledge was included as a covariate because it has been reported to correlate with fatalistic responses to cancer [58] .
Plan of Data Analysis
Descriptive statistics and correlations were first conducted for all variables. To explore the racial/ethnic differences in all the major variables, a set of ANOVAs were conducted and followed by Bonferroni-corrected pairwise comparisons, with race/ethnicity as an independent variable.
A set of hierarchical regressions were performed to test the hypotheses. We first investigated the relationship between belief in divine control and approach/avoidance coping strategies in the sample as a whole. We then explored how this link was moderated by race/ethnicity and acculturation. For each of the hypotheses, we first tested overall approach/avoidance coping strategies as dependent variables. When regression models with overall coping as dependent variables were significant, each of the coping subscales was further tested as a dependent variable to understand the link between belief in divine control and specific coping strategies. In all of the analyses, age, education, income, breast cancer knowledge, and stage of breast cancer were entered as control variables into Block 1.
To evaluate Hypothesis 1 about the main effect of belief in divine control on coping strategies, two dummy variables of race/ethnicity (African American and Latina in comparison to non-Hispanic White) and belief in divine control were entered into Block 2 as predictors. To test Hypothesis 2 about the moderation effect of race/ethnicity on the link between belief in divine control and coping strategies, the two interaction terms (African American×belief in divine control interaction, and Latina×belief in divine control interaction) were entered into Block 3. When a significant interaction effect was found, we further conducted simple effect analysis to examine the association between belief in divine control and coping strategy within each of the racial/ ethnic groups, respectively.
To test Hypothesis 3 regarding acculturation as a moderator for the link between belief in divine control and coping strategies in the Latina sample, belief in divine control and acculturation were entered into Block 2 and their interaction term was entered into Block 3. When creating the interaction term, both belief in divine control and acculturation were standardized, following the recommendation by West, Aiken, and Krull [59] . For significant interaction effects, we did a median-split on the acculturation variable and separately examined the relationship between belief in divine control and coping strategy among high-acculturated and low-acculturated Latinas.
Results
Participants were aged from 56 to 88 years old (M068.7, SD08.4). Of the participants, 11.3% had grade school or less education, 45.5% had high school education, 23.4% had some college education, and 19.8% graduated from college or received higher education; 37.6% had less than $20,000 annual income, 32.2% had annual income between $20,000 and $40,000, and 30.2% had annual income higher than $40,000. A large majority of them (91.8%) were diagnosed with breast cancer at stages I-II. Table 1 shows the descriptive statistics and mean difference of sociodemographic and disease-related characteristics, belief in divine control, and overall and subscale approach/ avoidance coping among the three racial/ethnic groups. Follow-up Bonferroni-corrected pairwise comparisons revealed significant differences among the three racial/ethnic groups. Compared with non-Hispanic Whites, Latinas used approach coping (i.e., acceptance, active coping, and positive reframing) less often, and used avoidance coping (i.e., denial and behavioral disengagement) more often. African Americans used approach coping (i.e., acceptance, active coping, and planning) less often than did non-Hispanic Whites. African Americans also used positive reframing more often and avoidance coping (i.e., denial and behavioral disengagement) less often than did Latinas but did not differ from non-Hispanic Whites in this. Both Latinas and African Americans had less knowledge about breast cancer than did non-Hispanic Whites. Table 2 displays bivariate associations among all major variables.
The Association of Belief in Divine Control with Coping Strategies
Results from regression analyses on the main effect of belief in divine control are shown in Table 3 (Block 2). Belief in divine control had a positive association with overall approach coping. Further subscale analyses of approach coping found that belief in divine control was positively associated with positive reframing, active coping, and planning, but not acceptance.
The Moderating Role of Race/Ethnicity Table 3 (Block 3) shows results from regression analyses testing the moderating role of race/ethnicity. The Latina× belief in divine control interaction effect was significant for overall approach and avoidance coping, but the African American×belief in divine control interaction effect was not found (Table 3 , Block 3). Further analyses for the simple effect of significant interaction showed that among Latinas, belief in divine control was positively associated with overall approach coping (B00.40, SE00.09, β00.36, p<0.001), and negatively associated with overall avoidance coping (B 0−0.39, SE 00.13, β 0−0.29, p 00.004). Among nonHispanic Whites, such associations were weaker for overall approach coping (B00.15, SE00.06, β00.26, p00.02) and non-significant for overall avoidance coping (B 0−0.04, SE00.04, β00.10, n.s.).
As shown in Table 3 , subscale analyses of approach/avoidance coping showed that the Latina×belief in divine control interaction was found to be significant on acceptance, denial, and behavioral disengagement. Figure 1 illustrates the simple effect of belief in divine control on acceptance and behavioral disengagement among Latinas and nonHispanic Whites. Belief in divine control was positively associated with acceptance, and negatively associated with behavioral disengagement among Latinas, but not among non-Hispanic Whites. The simple effect of belief in divine control on denial was similar to that on behavioral disengagement. The negative association of belief in divine control with denial was found only among Latinas (B0−0.34, SE00.18, β0−0.20, p00.05), but not among non-Hispanic Whites (B00.05, SE00.07, β00.08, n.s.).
The Moderating Role of Acculturation Table 4 shows results from regression analyses testing the moderating role of acculturation in modifying the link between belief in divine control and approach/avoidance coping in the Latina sample. The acculturation×belief in divine control interaction was significant for both overall approach and avoidance coping such that greater acculturation weakened the association between belief in divine control and coping strategies. Further analyses of the simple effect demonstrated that among low-acculturated Latinas, belief in divine control had a positive association with overall approach coping (B00.51, SE 00.14, β00.46, p00.001), and a negative association with overall avoidance coping (B0−0.64, SE00.24, β0−0.40, p00.01). However, among high-acculturated Latinas, such associations were weaker for overall approach coping (B00.28, SE00.13, β00.30, p00.04), and non-significant for overall avoidance coping (B0−0.21, SE00.14, β0−0.20, p00.14). Subscale analyses of approach/avoidance coping strategies showed that the interactions between acculturation and belief in divine control were significant for acceptance, behavioral disengagement, and denial (see Table 4 ). In order to illustrate the interaction, we did a split on acculturation into high and low levels with the median as the cut point. Figure 2 illustrates that greater acculturation weakened the associations of belief in divine control with acceptance and behavioral disengagement. The associations of belief in divine control with acceptance and behavioral disengagement were found among low-acculturated Latinas, but not among high-acculturated Latinas. The interaction effect on denial was similar to that for behavioral disengagement. The negative link between belief in divine control and denial was significant among low-acculturated Latinas (B0−0.57, SE00.29, β0−0.30, p00.05) but was not significant among high-acculturated Latinas (B0−0.20, SE00.21, β0−0.13, p00.36).
Discussion
The findings from this study contribute to the literature by elucidating an empowering aspect of belief in divine control. Belief in divine control in coping with breast cancer has been labeled as an external locus of control-a fundamental element of the concept of fatalism, particularly among women of color [8] -in a religious context. Our findings, however, illuminate a more active, empowering perspective that challenges the negatively skewed epistemology about fatalism [9] . As we expected, belief in divine control was positively associated with overall approach coping and specific coping subscales (i.e., positive reframing, planning, and active coping) in all three racial/ethnic groups. Ethnicity and acculturation moderated the link between the belief in divine control and coping such that the positive association between belief in divine control and acceptance, and the negative associations of belief in divine control with overall avoidance coping, behavioral disengagement, and denial, were found only among lowacculturated Latinas, but not among African Americans, nonHispanic Whites, or high-acculturated Latinas. These results held even after controlling for age, socioeconomic status, breast cancer stage, and breast cancer knowledge.
Elucidating the Relationship between Belief in Divine Control and Coping
Contrary to many prior findings that religious coping was associated with avoidance coping [39] [40] [41] [42] [43] , our study revealed positive associations between belief in divine control and approach coping strategies (i.e., positive reframing, active coping, and planning) in all three racial/ethnic groups. These findings suggest that belief in divine control facilitates approach coping, and challenge the negative presumptions about the fatalistic implications of belief in divine control. Based on our findings, we propose a more nuanced interpretation of the link between belief in divine control and approach coping. People are particularly vulnerable to serious events that lack an evident explanation. The attempt to explain the inexplicable (questions such as "Why me?" and "Why now?") is an important component of psychological adjustment to breast cancer [60] . Explanations of events that are meaningful for individuals help them to regain a sense of control and selfesteem [61] . Biological explanations about disease are apt to be inadequate to answer questions about the meaning of the illness within each individual's circumstances [62] . Belief in divine control may thus offer solace by affirming the ultimate meaningfulness of the pain and loss associated with breast cancer [7] . Our findings support such an active, empowering interpretation of belief in divine control as theorized by influential scholars such as Frankl [16] and Geertz [15] . Belief in divine control becomes empowering by supplying meaning for extreme, inexplicable adversity. In particular, belief in divine control had the strongest association with positive reframing, suggesting that the women may have appraised a benevolent will of God or a higher power in their suffering.
The empowering property of belief in divine control may come from the perception of shared responsibility with God or a higher power, which complements human weakness [63] particularly during extreme adversity. Our findings regarding the positive association between belief in divine control and approach coping suggest that the shared responsibility with God enables women to be approach oriented and actively cope with a cancer diagnosis, rather than being passive and fatalistic. Thus, shared responsibility with a higher being could facilitate psychosocial adjustment to cancer [64] .
Belief in Divine Control as a Buffer for Adversity among Disadvantaged Minorities
Whereas belief in divine control appeared to facilitate specific approach coping strategies (such as positive reframing, active coping, and planning) in all three racial/ethnic groups, only low-acculturated Latinas benefited from the empowering properties of belief in divine control to facilitate acceptance, while negating avoidance coping. Among low-acculturated Latinas, belief in divine control was positively associated with acceptance, and negatively associated with avoidance coping strategies (i.e., denial and behavioral disengagement), while these relationships were absent among non-Hispanic Whites, African Americans, or high-acculturated Latinas.
Both Latinas and African Americans had less knowledge about breast cancer than non-Hispanic Whites, suggesting that they were medically disadvantaged groups. Previous studies show that approach coping is associated with better mental and physical health outcomes [17] [18] [19] [20] [21] [22] [23] [24] . The current study showed that approach coping was used less often in Latinas and African Americans than non-Hispanic Whites, suggesting that minorities may use less adaptive coping strategies. Latinas and African Americans had a strikingly higher level of belief in divine control than did non-Hispanic Whites. This finding together with the finding that belief in divine control helps to facilitate adaptive coping strategies, suggests that utilizing belief in divine control may provide an important channel to empower disadvantaged groups.
In contrast with the findings that the association of belief in divine control with approach coping strategies (except for acceptance) was observed among all three racial/ethnic groups, the association between belief in divine control and acceptance/ avoidance coping was only found in low-acculturated Latinas. Low-acculturated Latinas may be deprived of linguistically and culturally competent cancer education and healthcare resources. They tend to respond to a breast cancer diagnosis with disbelief, guilt, and denial [6] . This possibility was supported by our findings that low-acculturated Latinas experienced the empowering aspect of belief in divine control more strongly than highacculturated counterparts. This might be a result of deprivation of other important resources. These results also lend support to the argument that religion has traditionally been an available, accessible, and empowering resource, especially for disadvantaged minority groups, by subjectively transcending and thus compensating for their deprivations [49, 63] .
Significance, Limitations, and Future Directions First, we provide a more nuanced interpretation of fatalism as a means to accept adversity in light of a realistic assessment of circumstances, which provides a reason to go forward. That is, a belief in divine control supplements a way to attribute meaning to, and an explanation for, the inevitable suffering caused by cancer, and subjectively compensates for the added loss, pain, and deprivation experienced especially by disadvantaged groups [65] . Thus, this study contributes to the literature by providing a different perspective on negative presumptions about fatalistic implications of divine control. Second, although coping strategies have been shown to predict mental and physical health among cancer survivors [17] [18] [19] [20] [21] [22] [23] [24] , few studies have examined the relationship between religiosity and coping among minorities. The findings of this study therefore contribute to the literature by furthering our understanding on how race/ethnicity or acculturation influences the relationship between religiosity and coping. Finally, we recruited participants from population based cancer registry data and included the two largest racial/ethnic groups in the country. Notably, a large proportion of our sample was drawn from the rapidly growing Latina group, whose cancer experiences have been understudied.
Despite the unique research resource afforded by the study's multi-racial/ethnic cohort, the results of a single cross-sectional study will inevitably be limited in generalizability and certainty. First, causal relationships cannot be ascribed to the associations measured by a cross-sectional survey. Second, the belief in divine control scale only consisted of two items. Notably, these items were developed through qualitative interviews with the target population groups and showed good reliability and convergent validity. Future studies should use standardized multidimensional scales by validating and expanding the belief in divine control scale with existing measures for religious coping [e.g., Punishing God Reappraisal in Pargament, Smith, Koenig, & Perez [66] , Spiritual Health Locus of Control [47] and God Locus of Health Control [48] ]. Finally, recruiting only African American, Latina, and non-Hispanic White women-a condition imposed by the Los Angeles County Cancer Surveillance Program research guidelines-restricts its applicability to the racial/ethnic groups studied and thus limits its generalizability to other racial/ethnic minority groups.
The study suggests a number of future directions. First, "cancer fatalism" has been interpreted to manifest itself as fear, pessimism, a sense of predestination, and belief in the inevitability of death, leading to passive, avoidant health attitudes and behaviors [9, 67] . Future studies to assess both belief in divine control and fatalism could further differentiate and illuminate these two concepts. Second, although we found the link between belief in divine control and coping, the mechanisms were not clear. Future research should examine other psychological concepts, such as locus of control, which may help to explain the link between belief in divine control and coping as well as why such a link differs by race/ ethnicity. Third, although we did not include outcomes such as quality of life in the current study, the literature has been highly consistent about the link between approach/avoidance coping and mental and physical health [17] [18] [19] [20] [21] [22] [23] [24] . Future longitudinal studies of belief in divine control that include these outcomes may further inform us about the protective nature of this belief. 
Implications and Conclusions
This study of a multi-racial/ethnic cohort of older women suggests new opportunities to enhance coping with breast cancer through culturally relevant clinical and community interventions. The literature suggests that the surrender of ultimate outcomes to divine control does not necessarily lead to a denial of the effectiveness of medical interventions but rather leads to the belief that medical interventions serve as the agency for God's or a higher power's healing power [68] .
To address passive, avoidant responses to cancer among less educated, medically underserved minority populations, one productive strategy may be to implement faith-based community intervention programs to reach the target populations and supplement the empowering aspect of religiosity with scientific health education in a culturally relevant manner (8 for review). Another strategy at the patient-physician level is for physicians to inquire about religious beliefs and to specifically lend support to them as appropriate [69, 70] . In conclusion, negative presumptions ascribed to fatalistic implications of belief in divine control need to be critically reappraised, especially when such skepticism is applied to medically underserved populations of diverse racial/ethnic and cultural backgrounds.
